Summary Non-Hodgkin's lymphoma is a well recognized sequela of transplant related immunosuppression. Hodgkin's disease has only rarely been described in this context. We describe two cases of Hodgkin's disease after heart and heart/lung transplants respectively. Both patients continued to receive immunosuppressive therapy with cyclosporin and prednisolone, and received combination chemotherapy. One died of Aspergillus infection following the second course of chemotherapy. The other patient completed his chemotherapy and remains in remission. We discuss the possible aetiology and management of post-transplant Hodgkin's disease.
monary aspergillosis for which he received 2 weeks amphotericin at a dose of 1 mg/kg. In 1986 a 31-year-old man had a heart/lung transplant Seven days following his second course of chemotherapy for histiocytosis X. Post-operatively he was commenced on he was admitted with neutropenic fever associated with cyclosporin A, blood levels were maintained at 200-300 oral mucositis, abdominal pain and increasing breathmg/l. In mid 1992 he developed cervical lymphadenopathy lessness. On repeat bronchioalveolar lavage he had eviaccompanied by a rise in Epstein-Barr viral (EBV) antibody dence of aspergillosis. CT scan of his abdomen was titres. Six months later he complained of night sweats and suggestive of colitis in the ascending colon. Despite broad left upper quadrant abdominal pain. Examination revealed spectrum antibiotics and intravenous amphotericin therapy cervical lymphadenopathy and splenomegaly. Results of he developed multiorgan failure requiring ventilation, investigations were: Hb 7.9 g/dl (normochromic, normohaemofiltration and inotropic support. He continued to cytic), WBC 2.4×10 9 /l (neutrophils 2.04×10 9 /l), platelets deteriorate and died in June 1994. A post-mortem was 53×10 9 /l, albumin 24 g/l, bilirubin 47 mmol/l, alkaline refused by his relatives. phosphatase 227 U/l. A lymph node biopsy confirmed the diagnosis of nodular sclerosing Hodgkin's disease. A CT scan showed splenomegaly, retroperitoneal lymphadenCase report 2 opathy and a mass at the portahepatis. A bone marrow trephine was normal. He was diagnosed as having stage In January 1994, a 54-year-old man, who had a heart IIIB Hodgkin's disease and was initially treated with predtransplant for viral cardiomyopathy in 1985, presented nisolone for 2 weeks to which he had a good haemawith a 3-month history of weight loss, night sweats, fever tological response. and dry cough. He was receiving cyclosporin A as immunoIn April 1993 he received combination chemotherapy suppressive therapy and the blood level of this was mainwith ChlVPP (chlorambucil, procarbazine, prednisolone, tained at 200-300 mg/l. Examination revealed right vinblastine). Fourteen days after his first course of chemosupraclavicular lymph nodes and chest X-ray showed therapy he was admitted with fever and breathlessness.
superior mediastinal widening. A CT scan confirmed a Bronchioalveolar lavage confirmed the diagnosis of pulmediastinal mass, but there was no disease below the diaphragm. Laboratory results were as follows: Hb 10.8 g/dl, WBC 6.7×10 9 /l (lymphocytes 1.69×10 9 /l), platelets using techniques such as in situ hybridization, immuno-
